Spinal cord injury (SCI) causes not only motor and sensory deficits but also autonomic dysfunctions. Sweating disorders are frequent following spinal cord injury, the most common being hyperhidrosis.
Introduction
The following case report describes dysautonomia with hyperhidrosis and how physical and rehabilitation medicine improved the patient's quality of life. In fact, although dysautonomia is a manifestation of the acute phase of spinal cord injury and autonomic dysreflexia is a chronic phase, our patient, in the chronic phase, had a dysautonomia with profuse sweating and no dysreflexia, as would have been expected.
Sweating disorders are frequent complaints of SCI. The most common, in response to noxious stimuli below the level of the SCI, is hyperhidrosis. Hyperhidrosis, or excessive sweating, can be accompanied by significant social and emotional distress, negatively affecting an individual's quality of life. The symptom can be associated with other more serious conditions such as autonomic dysreflexia or can exist on its own [5] .
A 57-year-old woman with a history of C4 ASIA Impairment Scale A tetraplegia, since 1980. Treated at the time at a Central Hospital and a Rehabilitation Center. After that, no follow-up in specialized SCI Unit.
The autonomic dysfunctions of spinal cord injuries aren't well known, in general, by physicians. So it is very important that the treatment is done in specializes units.
In 2013, the patient was directed to an internal medicine consultation through general and family medicine for hyperhidrosis with 1 year of evolution. The patient was admitted to the Department of Internal Medicine, where endocrinological (pheochromocytoma, hyperthyroidism), neoplastic (carcinoid, renal cell neoplasia, VIPoma or thyroid carcinoma) and mastocytosis pathologies were excluded. After these multiple diagnostic procedures, the patient was discharged without treatment or a defined plan and with continuation of the complaints. Subsequently, after attending several specialty appointments (internal medicine, vascular surgery, endocrinology), the patient was directed to a physical medicine and rehabilitation consultation in 2014.
We adjusted the diet, started medication (senna and contact laxative) to promote regular intestinal transit, reduced the size of the indwelling catheter and prescribed an anticholinergic (oxybutynin) to reduce the hyperreflexic response to the presence of the catheter. The patient's condition improved tremendously. The abdominal distension disappeared and sweating was restricted to the left hemiface. She maintains an indwelling catheter without incontinence and her intestinal transit has become regular. Follow-up has been maintained in the last 4 years.
The first time we saw the patient she was hemodynamically stable, apyretic and normotensive, with profuse sweating (face and neck) and significant abdominal distension. She had an indwelling catheter (but still had urine losses), and irregular bowel movements without medication. The abdominal-pelvic computed tomography (CT) scan showed distension of the intestine loops with gas and feces but did not reveal any specific cause of obstruction. This suggested that we were facing a SCI with autonomic changes for two important stimuli: fecal impaction with intestinal distension due to the absence of effective intestinal training and an indwelling catheter of progressively larger caliber. It is extremely important to recognize autonomic dysfunctions as a consequence of noxious stimulus after a spinal cord injury, since this is a potentially life-threatening condition.
Physicians from other specialities should pay attention to SCI patients and reference them to Physical and Rehabilitation Medicine. The follow-up at a SCI outpatient unit is essential for these patients in order to prevent risk behaviors and to ensure an early detection of autonomic dysfunction and their appropriate treatment.
Discussion
Although dysautonomia is a manifestation of the acute phase of spinal cord injury and autonomic dysreflexia is a manifestation of the chronic phase, our patient, in the chronic phase, had dysautonomia with profuse sweating and no dysreflexia, as would have been expected. The absence of significative blood pressure changes enabled the patient to survive without severe sequelae.
Clinical stabilization was possible with regularization of intestinal transit and introduction of anticholinergic (oxybutynin). Oxybutynin is one of the anticholinergics most used in Portugal because of its efficacy, low cost and tolerability among the population with spinal cord injury.
